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Abstract
Background: The implementation of strategic health system change is often complicated by the informal politics
and power of health systems, such as competing interests and resistant groups. Evidence from other industries
shows that strategic leaders need to be aware of and manage such ‘organisational politics’ when implementing
change, which involves developing and using forms of political ‘skill’, ‘savvy’ or ‘astuteness’. The purpose of this
study is to investigate the acquisition, use and contribution of political ‘astuteness’ in the implementation of
strategic health system change.
Methods: The qualitative study comprises four linked work packages. First, we will complete a systematic ‘review of
reviews’ on the topic of political skill and astuteness, and related social science concepts, which will be used to
then review the existing health services research literature to identify exemplars of political astuteness in health
care systems. Second, we will carry out semi-structured biographical interviews with regional and national service
leaders, and recent recipients of leadership training, to understand their acquisition and use of political astuteness.
Third, we will carry out in-depth ethnographic research looking at the utilisation and contribution of political
astuteness in three contemporary examples of strategic health system change. Finally, we will explore and discuss
the study findings through a series of co-production workshops to inform the development and testing of new
learning resources and materials for future NHS leaders.
Discussion: The research will produce evidence about the relatively under-researched contribution that political
skill and astuteness makes in the implementation of strategic health system change. It intends to offer new
understanding of these skills and capabilities that takes greater account of the wider social, cultural organisational
landscape, and offers tangible lessons and case examples for service leaders. The study will inform future learning
materials and processes, and create spaces for future leaders to reflect upon their political astuteness in a
constructive and development way.
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Background
The ‘politics and power’ of implementing health system
change
The implementation of strategic healthcare system
change is notoriously difficult [1]. Existing research
shows that a number of prominent ‘contextual’ factors
shape change processes [2–7]. These factors relate, for
example, to the availability and distribution of resources,
incentives and opportunities, local cultures, regulatory
pressures, leadership styles, communication patterns,
public opposition, and professional attitudes. Such fac-
tors are increasingly interpreted as contributing to the
complexity of care systems, which together make the im-
plementation of change inherently difficult [8].
Of the many factors shown to influence the implemen-
tation change research repeatedly suggests that the local
politics and power of the healthcare system can be
significant; even if these are not always the primary
focus of enquiry [1, 7]. One of the most well-documented
examples of this ‘politics and power’ is associated with the
power of healthcare professionals to resist or subvert re-
forms perceived as changing established ways of working
[9–11]. This ‘professional power’ reflects the institutiona-
lised authority of healthcare professions and the local
strategies of professionals [11]. In other ways, these factors
are commonly characterised as ‘organisational politics’
and relate to the competing interests, powerful coalitions
or resistant groups that complicate strategic change [12].
When thinking about the concept of organisational
politics, especially in context of public or healthcare ser-
vices, it is useful to make a distinction between the more
formal (big ‘P’) politics of government, politicians,
policy-making and regulation, and the more informal
(small ‘p’) politics of competing interests, coalitions and
cliques, and resistant groups that are found in virtually
all workplaces [12–16]. The informal ‘politics’ of health-
care is experienced all too often by those who work
within care services, but it is often regarded by practi-
tioners as an irrational complication, rather than an inte-
gral or constructive feature of service organisation [17].
Where existing research acknowledges the influence of
informal politics, is it usually as an empirical observation
and not the primary focus of enquiry.
This research is concerned with developing new evi-
dence and understanding about the small ‘p’ politics of
implementing strategic health system change, including
how this is manifest and managed in different health
and social care ‘arenas’. It is recognised that the formal
and informal aspects of politics often interact, and local
agendas are often rooted in formal statutory or sectoral
differences, for example between health and social care
[18]. We will consider this interaction, where relevant,
but the primary focus is the influence of the informal
politics of healthcare reform.
Organisational politics and political skill
The importance of organisational politics and its influ-
ence on change processes has long been recognised in
the fields of organisational sociology and management
studies [12, 14, 19–21]. Management scholars such as
Jeffrey Pfeffer [12] and Henry Mintzberg [20] suggest
that all organisations are inherently ‘political’ with com-
peting interests, workplace alliances, and power blocs
that influence the way work happens. Importantly, this
influence often occurs outside of, or alongside more for-
mal management structures and processes. Pfeffer’s work
speaks directly to the problems of implementing health
services change, for example, where he argues that an
emphasis on ‘top-level’ leadership and due process fails
to recognise how change actually happens:
“By pretending that power and influence don’t exist,
or at least shouldn’t exist, we contribute to…the
almost trained and produced incapacity of anyone
except the highest-level managers to take action and
get things done.” [22] p.10
Although organisational politics can be seen as self-
serving (Machiavellian) behaviour, a growing body of re-
search shows it can have a constructive influence [18, 19].
For example, the competing interests of stakeholders need
not result in destructive conflict, but can be a source of
innovation, if effectively managed. Strategic leaders under-
standing of organisational politics is therefore pivotal to
creating the necessary ‘receptive context’ for change [21].
Dealing with organisational politics in the workplace
involves developing and using, what is often known as,
‘political skill’. These skills enable leaders to recognise,
understand and mediate conflicting interests and build con-
structive coalitions when seeking to implement change;
moreover, these skills often function alongside the more for-
mal forms of authority used by leaders [22]. Ferris and col-
leagues [23–25] describe political skill as a person’s:
“…ability to effectively understand others at work, and
use such knowledge to influence others to act in ways
that enhances one’s personal and/or organizational
objectives.” [24]
This concept has been elaborated along several dimen-
sions to describe the characteristic features or traits of
an individual’s political skill, which research suggests are
positively associated with career success, team perform-
ance, and successful organisational change [21, 26]. It
has been suggested, however, that the concept can overlook
the more subtle forms of acumen, judgement and wisdom
that help leaders recognise and respond to organisational
politics [18]. Moreover, it tends to emphasise individual
competencies to the neglect of wider social and cultural
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factors, including the importance of social acceptability,
other status markers, and differences in age, gender and
ethnicity [27]. More broadly, there is a lack of attention to
‘how’ political skill is used to manage organisational politics
in terms of the situated and interactive practices of social
actors. In recognition of these issues, the HeLPA study
draws upon a modified conception of political skill, in-
formed by Hartley’s evidence-based framework of ‘political
astuteness’ [18]. This offers a broader conceptualisation of
how leaders mediate organisational politics and is more
open to the group and relational aspects of change. This is
operationalised along the following lines:
 Personal skills: to exercise self-awareness and self-
control;
 Interpersonal skills: to influence the thinking and
behaviours of others, even in the absence of formal
authority;
 Reading people and situations: to think about the
dynamics that can occur when stakeholders come
together, and recognising wider social systems and
processes;
 Building alignment and alliances: promoting
collaboration or alignment where there are different
interest and motives;
 Strategy direction and scanning: having a sense of
the organisation’s purpose and thinking about the
long-term factors that may impact the organisation.
Political skill or astuteness can be easily seen with pol-
itical leaders or diplomats, but such qualities are argu-
ably integral to all forms and levels of organisational
change. Although the concept has not been directly ap-
plied to health system change, existing research testifies
to the importance of these skills amongst health services
leaders. For example, several major studies describe how
organisational change is conditioned by clinical leaders’
ability to understand local contexts, to balance priorities,
shape local values, and mediate conflict [17, 28–32]. Re-
cent research on the reconfiguration of acute stroke care
further shows, for example, how local political factors
shape the local implementation of national policy, from
public pressures to competing professional interests. Sig-
nificantly, this research describes how senior leaders
have a pivotal role in mediating these pressures, and
how the different approaches of system leaders can lead
to different service outcomes [7, 33].
The HeLPA study also recognises that service leaders’
use of political astuteness is highly context specific. In
particular, it is likely to vary in form, style and contribu-
tion within different political ‘arenas’. Drawing on Hartley
and Bennington’s [34] analysis of political leadership, we
use the concept of ‘arena’ to refer to the distinct domains
where people, ideas, problems and resources come
together, including physical or geographic ‘places’, as well
as more dispersed and dynamic social ‘processes’. For this
proposed study, a distinction is made between: i) ‘strategic’
arenas of higher-level policy formulation, priority setting
and resource allocation; and ii) ‘operational’ arenas of
programme management and service re-configuration.
Acquiring and developing ‘political astuteness’
The pedagogical literature on workforce development
suggests the acquisition and development of leadership
skills occurs through a combination of, at least, three
forms of learning [35]. First, through participation in for-
mal education and training programmes, where abstract
concepts or methods are taught in classroom or simu-
lated environments. Second, through mentoring, coach-
ing and action learning where learners are guided
through individual and group reflection on ‘real world’
challenges [36]. Third, through experiential and reflect-
ive learning in the context of taking actions in relation
to ‘real world’ situations [37]. To date, however, there
has been limited research on the ways leaders acquire
and develop political skill or astuteness. Research sug-
gests that formal training and real-world experience are
both important [26]. More directly, Hartley et al’s [38]
research with public managers in the UK, Australia and
New Zealand finds political skills are often acquired in a
haphazard and sometimes painful manner. Few man-
agers reported learning political skills through formal
development courses or mentoring; rather than vast ma-
jority (88%) reported acquiring these skills through mak-
ing mistakes in the workplace or through handling
crises. More evidence is needed to both understand and
meet the development needs of current and future
leaders in the area of political astuteness [39].
In the English NHS, a number of established leader-
ship programmes aim to enhance the capabilities of the
healthcare workforce to implement strategic change.
The NHS Leadership Qualities Framework, developed in
the mid-2000s, described 15 aspects of leadership clus-
tered around ‘personal qualities’, ‘setting direction’ and
‘delivering the service’. This recognised the importance
of ‘political astuteness’ in terms of a) the capacity to
understand the climate and culture of the organisation;
b) knowing who are the key influencers and how to in-
volve them; c) being attuned to national and local strat-
egies; and d) understanding the inter-connected role of
leadership. The subsequent Healthcare Leadership
Model included nine dimensions and again highlights
the need for leaders to understand the culture and polit-
ics of healthcare, including the informal chain of com-
mand. This suggests “successful innovation involves the
exercise of political astuteness”, including the cultivation
of relationships and building of coalitions amongst com-
peting interests [31]. However, the more recent NHS
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framework for improvement and leadership develop-
ment – Developing People: Improving Care – gives less
explicit attention to the importance of political astute-
ness [40]. In various places, these capabilities are ad-
dressed in relation to ‘system leadership’ which involves
building relationships and shared goals across organisa-
tional boundaries to help implement new service
models. Yet, there is limited recognition of the need for
service leaders to manage both the formal and informal
politics of health and social care services when imple-
menting strategic change.
Although political skill is acknowledged across these
frameworks, there is little evidence about how it is best
acquired or how it can contribute to effective change.
Many of the attributes are poorly specified or subsumed
within other behavioural competencies. Even where
there is explicit reference to political astuteness, there is
limited evidence upon which these qualities are based,
and no explanation about how the concept has been
adapted to the NHS context. With the pressing need to
implement major strategic changes across the NHS, es-
pecially efforts to better integrate care services, we argue
there is a need to better understand the acquisition and
contribution of political astuteness to inform the design
and content of new recruitment and learning resources
for service leaders, and other change agents.
Aims and objectives
The HeLPA study aims to investigate the acquisition,
use and contribution of leadership with ‘political astute-
ness’ (PA) in the implementation of major health system
change. The findings of this research will inform the
co-production of materials and resources for the recruit-
ment, training and development of current and future
service leaders. The research objectives are:
1. To identify key theories and frameworks of PA
within the social science literature, and apply these
to recent evidence of health system change to
understand how service leaders can constructively
create a ‘receptive context’ for change;
2. To understand the perceptions, experiences and
reported practices of service leaders, and other
change agents, about their acquisition and use of
PA in the implementation of health system change,
taking into account differences in professional
background, age, gender, ethnicity, geo-political
context, and change context;
3. To understand how recent recipients of NHS
leadership programmes think about, have acquired
and make use of PA, to inform the development of
new training resources;
4. To revise existing theoretical models of PA with
reference to the wider social, cultural and relational
context of health system change, and develop
theoretical propositions;
5. To investigate how PA is used constructively by
service leaders to create a ‘receptive context’ for
implementing major health system change
6. To work with providers of NHS leadership training,
NHS recruitment agencies, and PPI groups to co-
produce recruitment and learning materials that
support the acquisition, use, and development of PA
for existing and future healthcare leaders.
Methods/design
The proposed study is designed with four linked Work
Packages (WPs) which are broadly informed by a quali-
tative narrative methodology, which is concerned with
investigating and interpreting the experiences and ac-
counts of social actors as relating these to wider social
and cultural processes [41, 42].
WP1: Systematic narrative reviews
Addressing Objective One, we will complete two system-
atic narrative reviews of the research literature to estab-
lish the theoretical and empirical foundations for
subsequent qualitative enquiry. The first will produce a
‘review of reviews’ to establish the ‘state-of-the-art’ the-
ories and frameworks on political astuteness, and related
concepts. The second will apply the identified theories
and frameworks to a review of the existing health service
research literature to identify illustrative cases and com-
mon findings on the contribution of political skill to the
implementation of organisational innovation and major
service configurations.
Systematic reviews can take a number of forms, reflecting
differences in the questions being asked, the problem or
population under study, the types of methodological posi-
tions taken by research, and the coherence of empirical
findings [43]. A preliminary scoping review shows that the
relevant social science and health services research litera-
tures are highly diverse, including different disciplinary and
theoretical traditions (management, political science, public
management, psychology, sociology), methodological posi-
tions (social experiments, cohort studies, qualitative case
studies) and empirical evidence (surveys, interviews, obser-
vations). For this reason, the two systematic reviews will
follow a narrative approach that is inclusive of the diverse
literatures and aims to produce a thematic narrative synthe-
sis of the literature.
The reviews will follow established strategies for search-
ing and mapping the literature [44]. For both reviews, an
initial selection of search terms will be produced in collab-
oration with the study Advisory Board and up to 20 exter-
nal experts. Identified search terms will be used within
electronic databases, e.g. ABI-Inform, PubMed, PsycINFO,
Scopus, Google Scholar, with preliminary results reviewed
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according to title, keyword, location, date and journal
quality (ranking/impact factor). Shortlisted papers will be
subject to further review by at least two members of the
research team to produce a final selection. The selected
papers will be thematically reviewed and summarised.
The narrative ‘review of reviews’ on political astuteness
will only include published review papers, book chapters
or reports that explicitly review and synthesise the exist-
ing literature. This will systematically summarise: a) the
character of political astuteness (e.g. behavioural qual-
ities, practices, contexts, barriers/drivers, outcomes), b)
its acquisition and development (e.g. workplace learning,
training, etc.); c) forms of measurement and assessment
(e.g. surveys and constructs); and d) outstanding re-
search questions and propositions.
The review of the health services research literature
will include publications, including include
auto-biographic accounts of change produced by current
or former service leaders, that directly focus on or use
the terms organisational politics and political skill (and
related terms identified in the initial review); in addition,
a sample of exemplar studies of major service change
will be included that describe instances of political skill,
even where key terms are not used directly. Together,
the two reviews will identify assumptions and proposi-
tions to inform the subsequent research.
WP2: Interview study with experienced and aspirant
service leaders
Purpose and approach
This work package will address Objectives Two, Three
and Four by investigating service leaders’ experiences,
perceptions and reported practices of ‘political astute-
ness’ in different strategic and operational ‘arenas’ of
health system change. It will also investigate the views
and experiences of NHS staff who have recently com-
pleted formal NHS leadership training to examine how
political astuteness is developed through such training.
This will involve carrying out biographical, narrative in-
terviews [41, 45, 46] where participates are invited to
give detailed reflective accounts of situations and events
where political astuteness was involved in navigating the
informal politics of implement strategic change; or
where the lack of such astuteness derailed change; and
how they learnt from these experiences.
Sampling
Unlike quantitative research, the purpose of sampling in
qualitative research is not with measuring views or attitudes
of different groups, but rather with describing and inter-
preting the experiences, meanings and beliefs of partici-
pants, usually in the context of their wider social and
cultural field [47]. The sampling strategy for the HeLPA
study acknowledges that the acquisition, use and contribu-
tion of political astuteness will vary between different stra-
tegic and operational arenas, geo-political settings, and
implementation processes. It is also recognised that acquisi-
tion and use will vary in terms of an individual’s career
background and length of service, clinical and non-clinical
roles, as well as differences in gender, age, and ethnicity.
The sampling strategy therefore aims to achieve diversity of
perspectives from across different (horizontal) service set-
tings, contexts and geographies, and at different (vertical)
levels in terms of positions of strategic or operational influ-
ence, and career stage. Reflecting these considerations, a
purposive sampling strategy (matrix) will be followed to se-
lect an estimated 40–45 service leaders working in different
policy, professional, public and organisational settings.
These include:
 NHS England clinical leads
 Leaders of recent major service reconfigurations, e.g.
stroke, major trauma, cancer
 Representatives and leaders of public and patient
advocacy organisations
 Local authority Executives and Directors of Services
for social care
 Chief Executives of primary, secondary and tertiary
care providers
 Directors of regional clinical and research networks
 Representatives of professional associations or
specialist societies
 Representatives of charities and community support
agencies
 Regional leads for ‘new care models’ (Vanguards)
 Leads for regional care system transformation, i.e.
Sustainability and Transformation Plans,
Accountable Care Organisations, or similar Integrate
Care Systems
A further sample of 20 recent participants of NHS
Leadership and Graduate Management training (within
2 years of completion of training) will be recruited to in-
vestigate their experiences of political astuteness and
whether these skills were developed through completing
leadership training.
These are indicative estimates of sampling for qualitative
interviews and the actual range and number of partici-
pants is likely to vary as new or anticipated themes arise
through data collection, and new opportunistic avenues
for sampling are identified. Sampling will therefore be
guided by the principles of saturation, with an emphasis
on depth and richness of data, rather than frequency and
range [47]. In grounded theory, ‘theoretical saturation’ is
concerned with the extent to which inductively developed
categories and concepts are adequately described and
accounted for, but in other fields of qualitative research
Waring et al. BMC Health Services Research          (2018) 18:918 Page 5 of 10
‘thematic saturation’ it is used to suggest that data collec-
tion will continue until no new or substantive empirical
themes are identified [48]. It is important to appreciate,
however, that the possibility for complete saturation is un-
likely, especially across a large range of service context
and career levels with many unique experiences will be
the focus of data collection [47]. As such, the study will
look to achieve transparent and pragmatic saturation at
the level of common analytical themes and theoretical
constructions within and across the sampled groups,
whilst accepting the inevitably of unique experiences.
Data collection
The preference is for face-to-face interviews to facilitate
rapport and detailed understanding, which will be im-
portant when discussing the informal politics of health
system change. All interviews will be digitally recorded
with the informed consent of participants. Where con-
sent is given, video recording with a small number of
participants (5–10) will be made during post-interview
debriefing to be used in online and educational mate-
rials. The narrative interviews will follow a topic guide
to promote consistency across interviewers. Anticipated
topics include:
1. Professional/career background: including
leadership experiences;
2. Context of change: the significance of the reform
agenda to the geo-political context;
3. Political astuteness ‘in action’: personal skills,
interpersonal skills, reading people and situations,
building alliance, and strategic direction;
4. Teams, groups and partners: the influence and
contribution of other groups involved in or affected
by the change initiative and the interpretation of
the interests and goals of those groups;
5. Barrier and drivers to utilising political skill:
countervailing forces; power blocs; competing
interests and institutions;
6. Outcomes and impact: cases of change where
political astuteness has played a part, and worked
illustrations.
Analysis
Interviews will be transcribed verbatim for the purpose
of interpretative data analysis. Analysis will examine the
biographical narratives of participants [41] to understand
their experience of organisational politics, and to under-
stand how they describe using political skill to recognise
and manage these factors. The analysis will involve a
preliminary phase of close reading of transcripts, open
coding, and identification of themes. Thematic narrative
analysis will focus on the ‘stories’ or accounts produced
by participants, as representative of their ‘sense-making’,
their ‘positioning’ of themselves in relation to events or
other actors, ‘moralising’ about the perceived norms and
virtues of their environment, and ‘identity’ or how they
see themselves. A key objective of the analysis is to
deepen existing theories and frameworks with reference
to the specific forms of political astuteness used within
healthcare services.
WP3: In-depth case studies of political astuteness ‘in action’
Purpose and approach
Addressing objectives two and five, this work package will
produce in-depth descriptive and explanatory understanding
of how political astuteness is manifest in the ‘real world’ situ-
ated practices of social actors involved in the implementa-
tion of strategic health system change. This will produce
context-rich insight and address the empirical gaps that are
associated with more experimental study designs. This re-
search follows in the ethnographic tradition [49] and aims
to develop a rich description [50] of the informal politics of
health system change, and the use and contribution of polit-
ical astuteness by different service leaders and change
agents, working within and across different ‘arenas’. There
are many styles of ethnographic research (e.g. realist, critical,
institutional) [51], but most are concerned with direct obser-
vations of social practices and situations, and the analysis of
these in relation to broader social, cultural and political insti-
tutions. Consistent with the wider study methodology, this
work package adopts a narrative ethnographic approach of
combining traditional methods of observation with narrative
analysis to examine the storytelling and meaning making of
participants in their local contexts [42]. This will in-
volve focused observations of key meetings, project
events, situations and groups interactions, illustrative of
different strategic and operational arenas, combined
with ‘in situ’ ethnographic interviews, and further nar-
rative interviews with local participants.
The research will be carried out with three regional
case studies of major health system change. Case study
research aims to produce a detailed analysis of a given,
exemplary case of a broader phenomenon, where the
intention is depth of analysis, the elucidation of pro-
cesses over time and in context, and explaining differ-
ences, rather than generalisation [52, 53]. Reflecting the
idea that political astuteness will vary between and
across different ‘arenas’, data collection will also focus on
three internal or sub-cases. Specifically, the study makes
a distinction between the ‘strategic’ arena of regional
policy-making, prioritisation, resource allocation, etc.,
and the ‘operational’ arena of project and change man-
agement; with the expectation that forms of organisa-
tional politics and political astuteness will vary between
these arenas. As such, the planned approach is to ‘zoo-
m-in’ and narrow the focus of data collection to develop
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a fine-grained analysis of political astuteness ‘in action’
across these different arena (see Fig. 1).
The case studies
The in-depth ethnographic research will focus on three
comparatives cases of the implementation of major sys-
tem change within the English NHS. Specifically, it will
investigate the implementation and development of
strategies to create more integrated regional care sys-
tems, currently described in policies as Sustainability
and Transformation Partnerships (STPs). Following the
publication of Five Year Forward View [54], various
transformation and improvement initiatives have been
introduced across the NHS. These aim to realise a
step-change in how services are organised and delivered
at the local level, especially through better coordinating
health and social care through new care models.
Forty-four STPs have been developed across England to
transform the delivery of care services at the local level,
with changes expected to last beyond 2020. These have
been developed by NHS organisations working in part-
nership with local authorities and other care agencies to
strategically plan the future configuration of integrated
care services. Reflecting current and longer term NHS
priorities, the STPs cover a number of common trans-
formation areas, including urgent care, integrated health
and social care, centralisation of specialist services, ill-
ness prevention, new technologies, and resource utilisa-
tion. The on-going implementation and development of
STPs is likely to see them evolve into new or additional
strategic programmes for major system change, such as
Accountable Care Organisations or Integrated Care Part-
nerships, but with the continuing goal of realising
system-wide change at the regional level. This research
will focus on three STPs case studies and will further
compare three sub-areas or domains of transformation
within each STP (see Fig. 1).
Sampling & Selection
A preliminary desk review of all 44 STPs proposals has
identified key similarities and differences, in terms of
strategic objectives and leadership. Building on this
review, selection of STP case studies takes into account
anticipated differences in geo-political context (popula-
tion, metropolitan, rural), strategic priorities, and leader-
ship arrangements. The research will focus on three
STPs, with two selected in the English Midlands and
one in London. This will enable comparison between
STP based in distinct geo-political settings (London and
Midlands) and also the interaction of STPs working in
adjacent areas (two Midlands cases).
The case study research will be undertaken at different
levels or ‘arenas’ of change. The study will, at first, focus
on the overarching ‘strategic’ leadership and governance
of each STP case study, before focusing on three ‘oper-
ational’ sub-cases within each STP at the ‘operational’
level of change (see Fig. 1). Thus, resulting in nine com-
parative sub-case studies to enable analysis of differences
according to contextual factors and leaders’ use of polit-
ical astuteness. Informed by the preliminary scoping re-
view, a range of common priority areas have been
identified across all STPs, and the sub-case study re-
search will focus on transformation projects related to:
 changes to urgent care planning and provision;
 health and social care integration; and
 resource prioritisation and allocation.
These are prominent areas of change for the majority of
STPs that are likely to involve different combinations of
stakeholders with variable interests and sources of power.
In addition, the research will focus on the key aspects of
system change identified in the existing literature [1], in-
cluding ‘public involvement’, ‘clinical engagement’, ‘commu-
nication and framing’ and ‘use of evidence’, with additional
themes identified during WP1. Analysis of these themes is
likely to provide transferable lessons to other STP prior-
ities and major service changes in the future.
Data collection
The ethnographic research will be a undertaken by expe-
rienced field researchers. As outlined above, data collec-
tion will first, focus on the role of political astuteness in
the ‘strategic’ arena of high level STP formulation and
Fig. 1 Illustration of Work Package 3 Case Study Design
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planning. This will involve non-participant observations
of ‘high level’ STP meetings, public forums and other
planning situations (estimated 5–10 meetings per STP).
It will also involve semi-structured interviews, and infor-
mal in-situ interviews, with the strategic leaders and key
partners. We anticipate this will include between 5 and
10 key leaders from each STP area, including Chief Ex-
ecutives and senior leaders from NHS Trusts, local CCG
leads, Local Authorities, Healthwatch, and other regional
stakeholders (estimated maximum of 30 interviews). Par-
ticular consideration will be given to the role of PPI repre-
sentatives in these strategic arenas, and the distinct forms
of political astuteness used by these individuals and groups.
As with Work Package Two, empirical and thematic satur-
ation will guide the process of data collection [47].
Next, the research will investigate the three ‘oper-
ational’ sub-case studies for each STP. This will again in-
volve observations of project meetings and events
(estimated 5 per theme), and shadowing of service
leaders (1–3 days). As with all ethnographic research, it
is not possible to plan in advance all the settings to be
observed or individuals to interviewed, and it is likely
that many in situ ethnographic interviews will also be
undertaken. It will also involve semi-structured inter-
views, and in-situ interviews with the service leaders and
teams leading the change programmes for urgent care,
health and social care integration, and resource alloca-
tion. It will also involve interviews with staff and patient
representatives involved in these change areas to under-
stand their perceptions of political astuteness. For each
of the three sub-cases, we anticipate interviewing around
5–7 key people involved in project management, plus a
further 5–10 staff and patient representatives. This will
result in a total sample of around 135 individuals.
Data collected will occur over an 18month period, with
concurrent data collection over 6–10months with each
STP. Interviews and observations will examine, and com-
pare, the informal political environments of change, and
the lived experiences of different service leaders as they
seek to formulate and implement change. It is recognised
that researching the informal political environment might
bring to light ethical interpersonal and organisational is-
sues. The research team will ensure the confidences and
anonymity of participants and will work to build trust and
rapport with participants and researchers will be mindful
and sensitive to ethical issues.
Analysis
All observational and in situ interview data will be recorded
in field journals and electronically reproduced for data ana-
lysis. Analysis will produce three in-depth comparative case
reports that will: a) identify and evidence activities that sup-
port the development and utilisation of political skill; b)
understand how the political landscape varies between
settings and the different skill needed; and c) revise the
existing theories and frameworks of political skill and their
application to the healthcare context. Interview data will be
analysed as with WP2.
WP4: Co-production of new learning activities
This final activity addresses Objective Six, and aims to use
the study findings to inform the development of new learn-
ing and recruitment resources for use by the NHS and
leadership education providers. Following data collection
and preliminary analysis, a series of co-production work-
shops will be organised with the aim of developing and re-
fining new learning materials and recruitment resources.
These workshops will invite representatives of different
stakeholder communities to reflect upon, deliberate, and
prioritise the study themes, drawing upon their distinct ex-
periences of, and priorities for, health system change.
Workshops 1–3 will focus, in particular on the key points
of learning from the study and illustrative examples of pol-
itical astuteness; whilst Workshops 4 & 5 will focus on de-
veloping and appraising learning materials:
1. Expert workshop: a one-day workshop comprising
research and practice leaders in the fields of health
services research, implementation science and or-
ganisational change, to review the study findings
and draw out key lessons and evidence for policy
and practice;
2. Service provider workshop: a half-day workshop to
discuss the study findings with regional and local ser-
vice leaders to develop recommendations for support-
ing learning and change in different practice situations;
3. PPI workshop: a half-day workshop to review the
distinct political challenges and forms of political as-
tuteness experienced and used by PPI representatives;
4. Educator workshop: full-day workshop for existing
leadership programmes providers to review their
current curricula, to discuss understandings, models
and frameworks on political skill, to consider the
application of research findings to revise existing
learning activities and materials;
5. Appraisal and development workshop: a full-day
workshop with leadership providers to design and
iterative learning resources, organised after pilot ac-
tivities with regional leadership provider (East Mid-
lands Leadership Academy).
Stakeholders will be facilitated to co-design new mate-
rials and resources following creative engagement meth-
odologies, through the use of visual aids, games and
role-play to devise, test-out and model potential outputs.
It is anticipated the following materials and resources
will be considered:
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 Detailed case studies of political skill ‘in action’
 Learning exercises and scenarios based on ‘real
world’ examples
 Contributions to existing and future NHS
Leadership development and competency
frameworks
 Workbooks for learners to explore decision-making
options
 Biographies and personal testimonies of political
leadership
 Online resource and social media
 Videos and audio packages which can be placed on
iTunesU or other platforms
 Materials for a MOOC on “An introduction to
political astuteness in healthcare” which would be of
value to clinicians, managers and patient
representatives.
The materials and resources will be piloted by partner
universities and NHS leadership training agencies after
the completion of this study. It is anticipated that this
testing will be organised through the delivery of two
one-day non-residential courses offered to up to 20
middle-managers and project managers (drawn from
current student cohorts) in the Midlands. The pilot will
assess the relevance and acceptability of the learning ma-
terials through feedback survey of participants and short
telephone interview, with feedback reviewed in the final
workshop to update materials.
Discussion
This study will advance understanding on the acquisi-
tion, use and contribution of political astuteness in the
implementation of strategic health system change, with a
particular focus on the current implementation of re-
gional major system changes within the English NHS.
The findings will establish the ‘state-of-the-art’ theories
and frameworks on political astuteness, skill and related
concepts, and for the first time systematically apply
these to the re-interpretation of existing health services
research. Through the interview study and then ethno-
graphic fieldwork it will develop new insight about the
realities of political astuteness developing reflective bio-
graphical accounts and rich insight from ‘within’ change
programmes. These findings will provide the foundations
for new teaching and learning materials, and guidance
for recruiters of future healthcare leaders.
A further aspiration of the study is to produce a new level
of empirical insight about ‘how’ political astuteness is ac-
quired, developed and used. The majority of studies to date
have been primarily quantitative and survey-based, where a
measure of political skill (independent variable) is statisti-
cally analysis in relation to various individual, team and or-
ganisational outcomes (dependent variable). Although often
analytically powerful, such research does not explain how
and why political skill or astuteness is used in different con-
texts and what to what effect. As such, the study aims to
provide novel insight into the situated practices and realities
of political astuteness ‘in action’. It will draw on parallel
theories of strategic social change with the goal of extend-
ing existing theories [55, 56].
Abbreviations
HeLPA: Healthcare Leadership with Political Astuteness; MOOC: Massive Online
Open Course; NHS: National Health Service (England); PA: Political Astuteness;
STP: Sustainability and Transformation Partnership; WP: Work Package
Acknowledgements
JW was in part supported by National Institute for Health Research (NIHR)
Collaboration for Leadership in Applied Health Research and Care (CLAHRC)
East Midlands.
NJF was in part supported by the National Institute for Health Research
(NIHR) Collaboration for Leadership in Applied Health Research and Care
(CLAHRC) North Thames at Bart’s Health NHS Trust.
The views expressed are those of the authors and not necessarily those of
the NHS, the NIHR or the Department of Health.
Funding
The research proposal was reviewed and funded by the National Institute for
Health Research (NIHR) Health Services and Delivery Research Programme
(study reference NIHR HS&DR 16/52/04).
Availability of data and materials
Not applicable.
Authors’ contributions
JW, SB, JC, ME, NJF, JH and AIG made substantial contributions to
conception and design of the study; JW, SB, JC, ME, NJF, JH and AIG have
been involved in drafting the manuscript important intellectual content; JW,
SB, JC, ME, NJF, JH and AIG have given final approval of the version to be
published, and JW, SB, JC, ME, NJF, JH and AIG agree to be accountable for
all aspects of the work.
Ethics approval and consent to participate
The study was reviewed by University of Nottingham Sponsors Office and the
University of Nottingham Business School Research Ethics Committee, and was
given favourable ethical opinion on 22nd May 2018. This approval includes all
proposed study locations, and no further ethical approvals are anticipated.
This is a protocol paper and does not report any study findings and
therefore no human subjects have yet been asked to give consent. The
study will involve written consent.
Consent for publication
Not applicable.
Competing interests
The authors declare that they have no competing interests.
Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in
published maps and institutional affiliations.
Author details
1Nottingham University Business School, Jubilee Campus, University of
Nottingham, Nottingham NG8 1BB, UK. 2Health Service Management Centre,
Park House, University of Birmingham, Birmingham B15 2RT, UK.
3Department of Applied Health Research, University College London, 1-19
Torrington Place, Fitzrovia, London WC1E 7HB, UK. 4Open University Business
School, The Open University, Kents Hill, Milton Keynes MK7 6AA, UK.
Waring et al. BMC Health Services Research          (2018) 18:918 Page 9 of 10
Received: 20 September 2018 Accepted: 16 November 2018
References
1. Best A, Greenhalgh T, Lewis S, Saul JE, Carroll S, Bitz J. Large-system
transformation in health care: a realist review. Milbank Q. 2012;90(3):421–56.
2. Bates, P. (2014). Perspectives on context, in Bate, P., Robert, G., Fulop, N.,
Ovretveit, J., & Dixon-Woods, M. (2014). Perspectives on context. London, The
Health Foundation.
3. Damschroder LJ, Aron DC, Keith RE, Kirsh SR, Alexander JA, Lowery JC.
Fostering implementation of health services research findings into practice:
a consolidated framework for advancing implementation science.
Implement Sci. 2009;4(1):50.
4. Greenhalgh T, Robert G, Macfarlane F, Bate P, Kyriakidou O. Diffusion of
innovations in service organizations: systematic review and
recommendations. Milbank Q. 2004;82(4):581–629.
5. Fulop N, Robert G. Context for successful quality improvement. Health Care
Manag Rev. 2013;38:325–38.
6. Kitson AL, Rycroft-Malone J, Harvey G, McCormack B, Seers K, Titchen A.
Evaluating the successful implementation of evidence into practice using
the PARiHS framework: theoretical and practical challenges. Implement Sci.
2008;3(1):1.
7. Turner S, Ramsay A, Perry C, Boaden R, McKevitt C, Morris S, et al. Lessons
for major system change: centralization of stroke services in two
metropolitan areas of England. J Health Serv Res Policy. 2016a;21(3):156–65.
8. Braithwaite J, Churruca K, Long JC, Ellis LA, Herkes J. When complexity
science meets implementation science: a theoretical and empirical analysis
of systems change. BMC Med. 2018;16(1):63.
9. Addicott R, McGivern G, Ferlie E. The distortion of a managerial technique? The
case of clinical networks in UK health care. Br J Manag. 2007;18(1):93–105.
10. Ferlie E, Fitzgerald L, Wood M, Hawkins C. The nonspread of innovations:
the mediating role of professionals. Acad Manag J. 2005;48(1):117–34.
11. Waring J, Currie G. Managing expert knowledge: organizational challenges
and managerial futures for the UK medical profession. Organ Stud. 2009;
30(7):755–78.
12. Pfeffer, J. (1981). Power in organizations (Vol. 33). Marshfield, MA: Pitman.
13. Aberbach JD, Rockman BA. Political and bureaucratic roles in public service
reorganization. Pittsburgh: Organizing Governance. Governing
Organizations; 1988. p. 79–98.
14. Buchanan D, Badham R. Power, politics, and organizational change: winning
the turf game: Sage; 2009.
15. Stoker G. Why politics matters: making democracy work. London:
Houndmills; 2006.
16. Manzie S, Hartley J. Dancing on Ice: leadership with political astuteness by
senior public servants in the UK. The Open University business school. UK:
Milton Keynes; 2013.
17. Buchanan, D. A., Denyer, D., Jaina, J., Kelliher, C., Moore, C., Parry, E., &
Pilbeam, C. (2013). How do they manage? A qualitative study of the realities
of middle and front-line management work in health care. NIHR HS&DR.
18. Hartley J, Alford J, Hughes O, Yates S. Public value and political astuteness
in the work of public managers: the art of the possible. Public Adm. 2015;
93(1):195–211.
19. Hardy C. The politics of collegiality. Montreal: Queens UP; 1996.
20. Mintzberg H. The organization as political arena. J Manag Stud. 1985;22(2):
133–54.
21. Pettigrew A, Ferlie E, McKee L. Shaping strategic change. London: Sage; 1991.
22. Pfeffer J. Managing with power: politics and influence in organizations:
Harvard Business Press; 1994.
23. Ferris GR, Treadway DC, Kolodinsky RW, Hochwarter WA, Kacmar CJ,
Douglas C, Frink DD. Development and validation of the political skill
inventory. J Manag. 2005;31(1):126–52.
24. Ferris GR, Treadway DC, Perrewé PL, Brouer RL, Douglas C, Lux S. Political
skill in organizations. J Manag. 2007;33(3):290–320.
25. Treadway DC, Hochwarter WA, Kacmar CJ, Ferris GR. Political will, political
skill, and political behavior. Journal of Organizational Behavior: The
International Journal of Industrial, Occupational and Organizational
Psychology and Behavior. 2005;26(3):229–45.
26. Kimura T. A review of political skill: current research trend and directions for
future research. Int J Manag Rev. 2015;17(3):312–32.
27. Buchanan DA. You stab my back, I'll stab yours: management experience and
perceptions of organization political behaviour. Br J Manag. 2008;19(1):49–64.
28. Bresnen M, Hodgson D, Bailey S, et al. Being a manager, becoming a
professional? A case study and interview-based exploration of the use of
management knowledge across communities of practice in health-care
organisations. In: NIHR HSDR; 2009.
29. Edwards, C., Fox, R., Gillard, S., … & Drennan V. (2013) Explaining health
managers’ information seeking Behaviours and use, NIHR HS&DR.
30. Hales, C. and Doherty, C. (2013) Continuity and tension in the definition,
perception and enactment of the first-line management role, NIHR HS&DR.
31. Storey, J., & Holti, R. (2013). Possibilities and pitfalls for clinical leadership in
improving service quality, innovation and productivity. NIHR HS&DR.
32. Barratt H, Raine R. Hospital service reconfiguration: the battle for hearts and
minds. BMJ. 2012;344:e953.
33. Fraser A, Baeza J, Annette Boaz A. ‘Holding the line’: a qualitative study of the
role of evidence in early phase decision-making in the reconfiguration of
stroke services in London. Health research policy and systems. 2017;15(1):45.
34. Hartley J, Benington J. Political leadership. In: Bryman A, Collinson D,
Jackson B, Grint K, Uhl-Bien M, editors. Sage Handbook of Leadership.
London: sage; 2011. p. 201–12.
35. Freeman R. `epistemological bricolage: how practitioners make sense of
learning. Adm Soc. 2007;39(4):476–96.
36. Chopin SM, Danish SJ, Seers A, Hook JN. Effects of mentoring on the
development of leadership self-efficacy and political skill. J Leadersh Stud.
2012;6(3):17–32.
37. Blass FR, Ferris GR. Leader reputation: the role of mentoring, political skill,
contextual learning, and adaptation. Hum Resour Manag. 2007;46(1):5–19.
38. Hartley J, Alford J, Hughes O, Yates S. Leading with political astuteness: a
study of public managers in Australia, New Zealand and the United
Kingdom. Australia and New Zealand. UK: School of Government and the
Chartered Management Institute; 2013.
39. James, K. T. (2011). Leadership in context lessons from new leadership
theory and current leadership development practice. Commission on
Leadership and Management in the NHS. The King’s Fund.
40. NHS Improvement (2016) Developing people - improving care: a national
framework on improvement and leadership development in NHS-funded
service, NHS Improvement.
41. Czarniawska B. Narratives in social science research. London: Sage; 2004.
42. Gubrium, J.F. and Holstein, J.A., 2008. Narrative ethnography. Handbook of
emergent methods, pp241–264.
43. Popay, J., Roberts, H., Sowden, A., Petticrew, M., Arai, L., Rodgers, M., ... &
Duffy, S. (2006). Guidance on the conduct of narrative synthesis in
systematic reviews. ESRC methods programme.
44. Greenhalgh T, Robert G, Macfarlane F, Bate P, Kyriakidou O, Peacock R.
Storylines of research in diffusion of innovation: a meta-narrative approach
to systematic review. Soc Sci Med. 2005;61(2):417–30.
45. Kvale S. Doing interviews: Sage; 2008.
46. Wengraf T. Qualitative research interviewing: biographic narrative and semi
structured methods. London: Sage; 2001.
47. O’Reilly M, Parker N. Unsatisfactory saturation: a critical exploration of the notion
of saturated sample sizes in qualitative research. Qual Res. 2012;13(2):190–7.
48. Silverman D. Doing Qualitative Research. London: Sage; 2017.
49. Fetterman DM. Ethnography: step-by-step. London: Sage; 2009.
50. Ponterotto JG. Brief note on the origins, evolution, and meaning of the
qualitative research concept thick description. Qual Rep. 2006;11(3):538–49.
51. Hammersley M, Atkinson P. Ethnography: principles in practice: Routledge; 2007.
52. Hartley J. Case study research. In: Cassell C, Symon G, editors. An essential guide
to qualitative research methods in organizations. London: Sage; 2004. p. 321–33.
53. Yin RK. Case study research: design and methods. London: Sage; 2009.
54. NHS England. Five year forward view. London: NHS England; 2014.
55. Bourdieu P. Outline of a theory of practice. Cambridge: Cambridge
university press; 1977.
56. Fligstein N, McAdam D. A theory of fields: Oxford University Press; 2012.
Waring et al. BMC Health Services Research          (2018) 18:918 Page 10 of 10
